A technique of nasotracheal intubation in patients with recent facial injury is described. Oral intubation is performed initially to ensure the safety of the patient d~tring the procedure of nasal intubation.
INTRODUCTION
Tracheal intubation in patients with recent facio-maxillary injury may present a number of problems.
(1) The presence of metal dental splints prevents good fit of the face mask and difficulty in applying positive pressure ventilation prior to intubation (Figure 1 ). FIGURE 1. Metal dental splints ,,·ith extension rods prew'nt good fit of face mask.
(~) For reduction and fixation of fractured maxilla and mandible, surgeons usually prefer a nasal tube as this allows free surgical access and the wiring together of the· maxilla and mandible. However, nasal intubation may cause profuse fresh bleeding into the oral cavity from the associated fractured nose. Blood dot, tissue debris and fresh blood may make visualization of the larynx difficult, and delay in passing the nasal endotracheal tube will cause: (a) Hypoxaemia which is difficult to correct, because positive pressure ventilation by face mask is ineffective. (b) Flooding of blood into the tracheobronchial tree.
TECHNIQUE
To deal with these problems, the following technique of nasal intubation is suggested.
(1) Gauze or cotton wool is used to pack gently around the dental splints so that a better fitting of the face mask to the face is possi ble ( Figure ~ ).
FICL'RE :!.-Gauzc packed around dental splints impro\'Cs the fit of face mask.
(~) The patient is asked to breathe pure oxygen through the face mask for a few minutes before induction (i.e. preoxygenation).
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(3) Induction of anaesthesia is achieved by intravenous thiopentone followed by intravenous suxamethonium. Alternative methods of induction may be used according to the individual anaesthetist's preference.
(4) As soon as the jaw is relaxed, laryngoscopy is performed and a cuffed oral endotracheal tube is passed and the cuff is inflated immediately to seal off the trachea. The patient is then ventilated through the oral tube with nitrous oxide and oxygen (with or without a volatile anaesthetic agent) by a second anaesthetist or an anaesthetist's assistant or a mechanical ventilator.
Further doses of suxamethonium may be added if necessary during this period. (5) Nasal intubation may now be performed unhurriedly while the patient is being ventilated effectively through the cuffed oral endotracheal tube (Figure 3) . The cuffed nasal endotracheal tube is first passed through the nasal cavity. Should fresh bleeding be encountered, suction is used to clear away free blood and blood clot under direct vision by use of a laryngoscope until the bleeding stops and the oral cavity is clean and relatively dry again. The nasal endotracheal tube is then advanced into the trachea after the removal of the oral tube, and the cuff is inflated (Figure 4) . A pharyngeal pack is then placed.
(6) The maintenance of anaesthesia through the nasal tube is carried out with whatever technique considered to be most appropriate by the anaesthetist concerned. 
DISCUSSION
The advantages of this two-staged technique of nasal intubation are:
(1) Uninterrupted oxygenation and ventilation of the patient is possible during the procedure of nasal intubation which may take longer than expected.
(2) Protection of the airway from aspiration of blood produced by the passage of the nasal tube in the patient with recent fractured nose is provided. The disadvantage of this technique is that a second anaesthetist or an anaesthetist's assistant or a ventilator is required.
Recently this technique was used with four patients. In one of these patients profuse bleeding was encountered when the nasal tube was passed through the nose. It took some time to control the bleeding before the nasal tube was finally passed into the trachea. It could have been a frightening and unhappy experience but for the initial placement of a cuffed oral endotracheal tube.
The writer ventures to call this technique " Reintubation ", and fellow anaesthetists are invited to suggest a better term. ACKNOWLEDGEMENT The writer is indebted to Dr. M. F. Yung, dental surgeon, for permISSIOn to discuss anaesthetic problems in his patients.
